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Abstract: Community health workers (CHWs) have been identified as a key component of the health 
workforce in South Africa. However, the efficacy of CHW programs continues to be limited by a poor 
understanding of facilitators and barriers to CHW engagement. This study explores intrinsic and 
extrinsic factors that CHWs face. We conducted in-depth interviews with 20 CHWs in order to 
understand the challenges they may face as they implement their duties linked to the primary health 
care strategy in the Western Cape, South Africa. All interviews were audiotaped, transcribed verbatim, 
coded and analyzed using NVivo 12. Drawing on narratives of CHWs, we illustrate the complex issues 
surrounding CHW outreach in poor rural communities. The CHWs identified five key areas of 
challenges with respect to personal health, gender issues, poor community understanding of CHWs 
roles, environmental challenges and lack of patient adherence. These all hinder the ability of CHWs to 
meet their personal and familial needs, as well as those of the community members they support. 
There is a need to address the intrinsic needs of CHWs in order to ensure their emotional and physical 
well-being, as well as a need to create an awareness of the roles of CHWs. 
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1. Introduction 
Ensuring a healthy population is one of the essential goals of any government. Globally, 
governments have recognized the importance of providing primary health care at community levels. 
In 2010, South Africa implemented strategies to transform the health system from an individualized, 
passive, curative, vertical system to a population-based, integrated, proactive model [1]. Because of 
this proactive approach, community health workers (CHWs) have increasingly become central to the 
“re-engineering” of health care services. CHWs are lay people who live and work almost exclusively 
in the communities they serve. They perform multiple functions, including patient and community 
education, health service provision, decreasing cultural, linguistic and literacy barriers, linking 
people with community resources, and facilitating patient communication and adherence to care [2]. 
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Because they work in their own communities, CHWs are knowledgeable about the socio-cultural 
context in which health services are received and health behaviors occur [3,4]. Qualitative reviews 
and studies in South Africa reveal that that CHWs increasingly provide health services and health-
promoting activities [3] and excel at identifying community problem because of their local connection to 
the community [5]. In 2010, South Africa’s national Department of Health launched the Re-engineering 
Primary Health Care initiative that utilizes CHWs to support a preventive and health-promoting strategy 
for primary health care [6,7]. In this model, CHWs in South Africa provide integrated health and 
social care to households and form the “links” and “bridges” between health and social care 
providers and poor communities [7]. Although the value and impact of CHWs in preventing and 
managing a variety of chronic diseases, especially in low- and middle-income countries, are 
acknowledged [7–12], the efficacy of CHW programs continues to be limited due to poor 
understanding of CHW needs, lack of institutional resources, poverty, and persistent health worker 
shortages [7]. For example, a study in South Africa demonstrated that the role of CHWs and their success 
as interventionists may depend on their own health status [13]. Despite decades of being used at the 
frontlines, CHWs remain in a grey area at the fringes of the health system, lacking adequate support, 
and are therefore unable to provide optimal care for their patients and themselves. 
Previous studies suggest that CHWs are motivated by appreciation from managers, respect from 
patients and family members, and acquisition and sharing of health knowledge, but discouraged by 
low salary and poor working conditions, limited health supplies, lack of transportation, disrespect from 
other health professionals, and limited support from a rigid and hierarchical health system [14–17]. 
While these factors are broadly understood, their contextualization to inform program development 
or optimization has been weak. This study uses the Two-Factor theory to explore and illuminate 
factors that cause dissatisfaction among CHWs and thus assists in addressing them and in shifting 
attention towards motivational factors. The Two-Factor theory posits that certain factors in the 
workplace cause job satisfaction, while a separate set of factors cause dissatisfaction [18]. Factors that 
cause dissatisfaction in the workplace are extrinsic (or independent of the work itself) and are linked 
to things such as compensation, job security, working conditions, quality of leadership, and 
relationships among employees. On the other hand, factors for satisfaction are intrinsic conditions of 
the job itself and include responsibility, job satisfaction, recognition, achievement, opportunities for 
growth, and advancement [18]. Intrinsic factors tend to increase motivation when they are present, 
while extrinsic factors tend to reduce motivation when they are absent. 
Understanding and addressing these issues will ensure that community health worker programs 
are effective and sustainable [19]. This study is part of a larger, ongoing research project conducted with 
rural CHWs in South Africa to understand (a) their motivation for participating in self-management 
training, (b) skills gained from training and (c) perceived impact of training on CHW health behavior, 
both personally and as health professionals. The focus of the research for this paper was based on a 
week-long self-management training in which CHWs learned goal setting and action planning skills. 
Self-management has been defined as collaborative effort between the individuals, families, and health 
care professionals to manage symptoms, treatments, lifestyle changes, and psychosocial, cultural, and 
spiritual consequences of health conditions [20]. Self-management training evaluation findings are 
reported in our earlier publication [13]. 
Although our semi-structured interview guide has a strong focus on the experiences and 
evaluation of the self-management training CHWs completed, intrinsic and extrinsic factors were 
repeatedly mentioned during interviews. This warranted an independent report of these secondary 
findings on an area that is both novel and under-researched. 
2. Methods 
2.1. Study Setting and Design 
This qualitative study used a face-to-face semi-structured interview guide (Table 1) to explore 
the factors that impede CHWs’ ability to deliver services effectively. This study was conducted in 
two small rural communities in the Western Cape Province of South Africa, with a total population 
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of 8443 (Greyton = 2780 and Genadendal = 5663) [21]. Both are rural communities with more than 
70% of the population from the disadvantaged population groups in South Africa (“black” and 
“colored”) [21], and both have community health workers who play active roles in providing primary 
health care. CHWs in both communities serve a population with diverse chronic conditions including 
cancer, diabetes, HIV/AIDS, and stroke. Health resources available in these communities include two 
primary health care and mobile clinics (one in each town) and two satellite clinics (in Greyton). 
Provisions for pedestrian and bicycle travel are minimal [22]. These communities were purposively 
selected for their socio-economic profiles and CHW-driven health promotion. 
Table 1. Semi-structured interview guide for community health workers. 
Interview Questions 
Please tell me more about yourself: how long you have lived in this community, what 
you do as a community health worker (CHW), and how long you have done that? 
Thinking back before the self-management training, what are some of the 
challenges/difficulties you faced in: 
Promoting the help of your patients? 
Promoting your own help? 
Thinking of the self-management training you had last week: 
What made you want to sign up for the program? 
What are some of the important things you got from the training? 
Looking ahead, do you think the skills you gained will help with your job?  Explain 
how you see yourself using the skills you gained from the training. 
Patients/clients 
Self 
Community (broader dissemination) 
Do you feel empowered by this program? Explain 
What other support do you need to use the skills you gained from the training? 
What would motivate community members to come to this training? 
What would help participants implement their action plans and be 
successful? 
Was the training well delivered? What could be improved to help participants like 




Is there anything else you would want to say about the program? 
2.2. Recruitment of Participants 
Following approval from the institutional review boards of the University of Missouri (IRB # 2009691 
HS) and the University of the Western Cape (EC 15/3/16), participants in this study were recruited and 
interviewed in March 2017. CHWs were local residents employed by two local not-for-profit 
organization—Red Cross and Genadendal Legal Information Desk. All CHWs in the 
Genadendal/Greyton area (n = 22) were invited to participate in the study through their organization’s 
administrative office. Two CHWs (one male and one female) who participated in the training did not 
interview for personal and family reasons. The final study sample consisted of 20 CHWs, yielding a 
response rate of 90%. The inclusion criteria were: CHWs actively working at least 20 h per week and 
willing to participate in interviews. Participants were not financially incentivized to participate, 
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although they were provided with light refreshments during the interview and discussion. 
Demographic information on participants is presented in Table 2. 
Table 2. Participant socio-demographic information and health characteristics of participants. 








Colored (per self-designation) 
 
20 (100) 











Some high school or less 




Age (years, mean (SD)) 40.0 (10) 
Employment duration as CHW (years, mean (SD))  7.27 (2.62) 
Health Characteristics of Participants (n = 20 *) n (%) 




















Did you have any difficulties with your daily activities because of your health 





















* Excludes two CHWs who did not interview. CHW—community health worker; SD—standard deviation. 
2.3. Data Collection and Analysis 
Twenty in-depth interviews were conducted with community health workers following their 
completion of a two-week self-management training. All interviews were conducted by the first author at 
places mutually agreed upon with participants, such as their workplaces or in the car during their home 
visits. All participants received information on the academic nature of the research and its objectives, 
provided consent to participate in the study and gave permission for audio recording. Interviews lasted 
30 min on average. Data collection continued until data saturation was attained [23]. 
Audiotaped data were transcribed, reviewed for correctness and read by the research team to 
familiarize themselves with the interview content and develop initial codes. Four researchers 
crosschecked initial codes and analyzed and coded all transcripts. A thematic analysis was conducted 
along the guidelines proposed by Braun and Clarke [24]. Transcripts and codes were entered into 
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NVivo 12 (QSR International, Burlington, MA, USA) for further analysis. As the narratives of CHWs’ 
work environment was examined more closely, findings emerged around common themes of 
intrinsic and extrinsic challenges CHWs face with performing their roles. 
3. Results 
The majority of the participating CHWs were female (95%), with a mean of 8.3 years (range = 3–18 
years) of community health work experience. All CHWs lived either in the communities they served or 
in neighboring communities. They identified multiple role functions such as serving as a screener 
(identifying client problems and referring appropriately), educator (conducting patient and family 
education), trainer (providing the clients or family with skills for them to be physically active), health 
promoter, and basic medical care provider. 
3.1. Emerging Themes 
Based on data, two main challenge themes (a) intrinsic factors (e.g., CHWs coping with their 
own emotional, physical, and psychological challenges and gender sensitivity challenges) and (b) 
extrinsic factors (e.g., lack of understanding of the CHW role by various stakeholders; environmental 
challenges: lack of resources in terms of medical supplies, lack of transport; lack of patient and family 
adherence) emerged (Figure 1). 
 
Figure 1. Mapping of challenges faced by CHWs within Greyton and Genandendal communities, 
Western Cape, South Africa. 
3.2. Intrinsic Factors 
3.2.1. Personal Health and Emotional Challenges 
Personal health and emotional challenges identified by the participants included challenges with 
their own physical health but also the emotional and psychological impact of the work. Many CHWs 
had chronic conditions themselves and they had direct personal experience of economic, social and 
emotional abuse. 
“My health is difficult because I am most of the time at the hospital and at clinics because of my back 
[back pain]” (CHW327_001) 
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“Especially the cancer patients. I have worked with one and it was very traumatic for me, you see, 
because her whole body was full of sores”. (CHW328_007) 
“I got so emotional, I am crying and as I washed that guy, I was afraid of the cancer. Yeah, the skin 
cancer. Yeah, and you must touch, you must work with that patient. It was dirty skin and is cracking 
and bleeding”. (CHW328_008) 
“We can’t do a lot about it but maybe you can talk to someone like a counselor or somebody, but is 
very difficult”. (CHW330_002) 
Participants expressed challenges within their homes, managing familial relationships and 
health conditions of family members which further affected them emotionally and could hinder their 
work performance. 
“I have been through a lot of things. My husband left me with five boys and a divorce, and he was 
living in the house with us with the other [new] wife and a child. So my children and I went through 
a lot that time”. (CHW328_007) 
“My husband is at home, sick. He has a heart condition that can’t be fixed and he is doing okay now, 
but that is very stressful for me because I go out in the community. I have to worry about him all the 
time while I’m out because he’s got a lot of pain”. (CHW328_004) 
“I must work because why husband had a stroke and there is no income in the house”. 
(CHW328_008) 
The need for self-care was described as important. 
“We have to be prepared 24/7, which means whatever happens in case of emergencies you have to be 
available. It doesn’t matter what time, you know. Now, see, for me it’s a difficulty because of my 
children… You get so into this job that sometimes you forget about yourself. It’s all about other 
people, about the job, about going back to the house, about the kids, but at the end of the day you must 
also be looked after”. (CHW329_001) 
3.2.2. Gender Sensitivity 
Gender sensitivity was also highlighted by the participants. The only male participant articulated 
the challenges that he experienced, indicating that this was a female-driven profession. 
“Because I am a man it’s always difficult. People like for instance, not much male patients or female 
patients is comfortable with me and also I think because I’m young it’s much more difficult for them 
to accept me because the view they have is that it’s a woman’s job”. (CHW329_003) 
On the other hand, the female CHWs indicated that information relevant to men was not 
received well by male patients if given by a female CHW, as male patients did not think that female 
CHWs understood men’s challenges clearly. 
“The medical men circumcision, that topic is difficult because we [women] have to go out there and 
talk to men and they target us for …lack of experience on this topic”. (CHW330_003) 
3.3. Extrinsic Factors 
3.3.1. Lack of understanding or appreciation of the role of CHWs 
Lack of understanding or appreciation of the role of CHWs by various stakeholders was 
highlighted by the participants. For example, CHWs sometimes struggle with access to the patients’ 
homes as well as patients being non-receptive to CHWs. A greater expectation for services rendered 
without recognition for those who provide the services was also expressed. 
“Sometimes people let you in; sometimes people don’t want you in their home”. (CHW327_004) 
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“Some health providers, they just want more and more from us, but they are not seeing or recognizing 
us for our services to the community”. (CHW330_003) 
Now you come in your area especially and some people will tell you “Why do you have to ask me 
those questions again because that nurse was already here.” Some people are very moody sometimes, 
especially when the weather is not so good in the winter. They will tell us “What are you doing 
outside? It’s raining,” and “We want to sleep”. (CHW328_001) 
3.3.2. Workplaces 
Workplaces play an important role in how employees manage their own health and influence 
the health behaviors of their coworkers. Deliberating further on workplace challenges, participants 
recounted many work environment barriers. These included lack of appropriate medical supplies for 
handling certain types of health conditions, lack of transportation for workers and for patients, long 
work hours, and poor compensation. Lack of transportation for patients impacted treatment 
adherence in a negative way. 
“There’s sometimes a long distance that we must walk, a long distance, and sometimes the clinic 
don’t have the medication…”. (CHW329_004) 
“One sore was in the back of her, and you can put your whole fist into it. That kind of thing it really 
stressed me out because she didn’t have the things [medical equipment] that could make it easier for 
her. There are so many things that were very tragic and hard for me to see because her whole body 
was full of sores. I have to turn, I must lift her up and I must put her on the tummy so I can do the 
back, and while I was doing it she was crying the whole time”. (CHW328_007) 
3.3.3. Lack of Adherence 
Lack of adherence was mentioned several times by CHWs. They felt that their patients required 
constant monitoring in order to ensure that medications were administered in a timely manner, 
whether by themselves or family members. They also indicated that when patients were referred to 
clinics for further health management, these patients were not inclined to visit these clinics. Although 
this challenge can also be linked to inadequate transportation services, other factors hinge on socio-
cultural influences, health literacy, and personal attitudes as contributing factors. 
“Some patients struggle to get to the clinic. The problem is with transport and so patients don’t get 
their medication”. (CHW329_006) 
“That patients, most of the time difficulties is their tablets. They don’t drink the tablets that I (give 
them), ...for example, the epilepsy patient, she didn’t drink the tablets right …” CHW327_001 
“Did you eat, did you take your medicine? We have to go in there continuously to see if they are 
doing it”. (CHW327_003) 
“At first it was we must get women to go for Pap smears. They didn’t want to go. We had to explain 
(that) it’s for their own good, it’s for their own health. At last they agreed and did go to the clinic for 
Pap smears. Many of them were scared, they didn’t know how a Pap smear was done”. 
(CHW328_002) 
Lack of treatment adherence was noted even among CHWs themselves, as one pointed out, 
“I’ve got some health issues myself. My action plan is to work on that, to take my medication. I don’t 
like medication, …the second day I forgot to do medication…. so, my plan is to finish my medication 
on time, drink it every day.” (CHW328_002) 
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4. Discussion 
Understanding challenges faced by CHWs is essential in order to ensure the delivery of stellar 
health services by these vital health care providers. The results of this study show that the challenges 
faced by community health workers are both intrinsic and extrinsic. 
There is a definite need to address the intrinsic needs of CHWs in order to ensure that their emotional 
and physical well-being is improved. CHWs reported both emotional and physical challenges from 
managing their own chronic health conditions and that of family members and clients. The CHWs present 
with chronic conditions themselves, which not only affect work attendance but also their ability to cope 
with the rigors of the job such as walking long distances to patients’ homes, as well as lifting, bathing, and 
transferring patients. Because CHWs receive less in-depth training on how to manage the degeneration 
of chronic health conditions (for themselves and clients), they may have reduced efficacy to manage job-
related stresses alongside managing their own health [13]. This suggests that CHWs may be at increased 
risks of side effects of job-related stressors including mental and emotional distress. Caregivers often 
report a lower level of quality of life and higher levels of stress than non-caregivers [25–28]. Our study 
explored how the health status of patients and close family members (husband, wife, parents or children) 
had an emotional impact on CHWs. 
The poor socio-economic conditions of patients—limited access to health care, lack of financial 
resources, and cost of medication—play an important role in influencing medication adherence. 
CHWs acknowledged that their patients do not adhere to their medical prescriptions mainly for financial 
reasons like lacking transportation to go and refill their prescriptions, and where medication requires 
eating first before taking it, some patients lacked the money to buy food. Poor treatment adherence 
demotivates CHWs, because their labor of love gets eroded as the health of their patients fail to improve. 
According to the World Health Organization, people who have social support from family, friends, or 
caregivers to assist with medication regimens have better adherence to treatment [29]. For most patients 
in the study, CHWs are the only friends or “family” that they have. 
Our study revealed that patient attitudes toward male CHWs were sometimes negative, as the 
CHW role is often viewed as a “female” profession [15]. Although only one male CHW participated 
in our study, viewing the CHW role as a female responsibility may undermine male CHWs’ ability 
to engage with patients and may compromise their work-related emotional health [30]. Although our 
data seem to suggest that female CHWs were better received by the community, some conditions 
occurring only in male patients, such as medical male circumcision, were reportedly more difficult 
for female CHWs to manage due to patient attitudes. This suggests that the challenges CHWs face 
are in part gender sensitive. Although there are fewer male CHWs compared to female CHWs, it 
appears that aligning CHWs roles to the gender of their patient may improve health outcomes for the 
patient and increase CHW job satisfaction. 
In addition to these intrinsic factors, certain extrinsic factors also affect CHWs’ ability to optimize 
their service delivery. Our findings regarding insufficient transportation and lack of medical 
equipment and other resources are similar to other studies which also highlighted lack of supplies 
and transport as challenges [15]. Inadequate transportation is also a common problem in community-
based care [31,32]. Although the ideal is that CHWs provide a service in an area that is within walking 
distance, the reality is that they often cover much larger areas [31], which is further complicated by 
poor weather conditions such as rain and heat. Lack of health resources also constrains CHW’s 
effectiveness. CHWs interviewed in the current study noted that a lack of equipment often meant 
that patients had to travel to the nearest health center for services that CHWs could have provided in 
the patient’s own community. The lack of stock or supplies available for CHWs could mean that staff 
have to make additional trips to health care centers, using scarce clinical time for these administrative 
functions [31]. The need to travel to health care centers has a financial burden on both patients and 
CHWs, as they often have to finance their transportation to access such facilities. Lack of needed 
equipment and medical stocks create barriers to care and may increase clinical inefficiencies. 
Additionally, participants in this study reported lack of recognition for their work. The CHWs 
expressed a lack of appreciation of their role by their patients and community members they serve. 
Although community health workers play a vital role in the primary health care model, lack of 
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recognition may lead to lower morale and increased turnover, placing even more burden on an already 
strained rural health system [32]. 
5. Implications for Practice 
Because CHWs serve as critical “links” and “bridges” between their communities and health 
care providers [33–35], there is a need to improve personal health, workplace and social conditions 
for CHWs. Interventions could include self-management training, motivational interviewing, 
support groups for CHWs and their patients, and continued education for new and current CHWs. 
We have attempted to show here and elsewhere [13] that the effectiveness of CHWs may be 
constrained by factors intrinsic and extrinsic to CHWs. 
CHWs have increasingly become an important part of the health care system and the population 
they serve has become more diverse with respect to age, sexual orientation, race, and socio-economic 
status. Despite the increased reliance on CHWs to address the needs of diverse patient populations, 
research has shown that CHWs are not effectively trained or retained [36]. Therefore, there is need for 
educational programs targeted at CHWs, patients, and community members (including spouses of 
CHWs) to educate them on the role of CHWs. 
Rural CHWs tend to be from low-income households, have limited educational training, and 
may experience poor health themselves. There is a need to include coping strategies in training 
programs for individuals with, and when caring for patients with, chronic conditions. 
Rural CHWs are a key community resource—as such, community support is paramount for 
effective service delivery. CHW programs can engage communities and build a pool of volunteers to 
help with ride sharing for CHWs and/or patients and with general support of patients where possible 
(with patient consent). Communities can also establish food banks targeted at helping patients who 
are not able to purchase enough food for themselves. Along the same vein, community organizations 
can establish low-cost recognition and appreciation programs for CHWs. Such opportunities have 
the potential to boost morale among CHWs and their patients. 
6. Limitations 
Several aspects of the study may limit the generalizability of findings. This study was conducted 
in two rural communities with relatively longstanding CHW programs and may be less applicable in 
settings in which health resources are more broadly available. Results may also reflect the largely 
female CHW workforce—targeted study of male CHWs may reveal additional perspectives. Findings 
may be limited in that they emerge from a broader study focusing on the evaluation of a training 
program. Finally, our study communities have strong ties to the research team and may reflect a 
candor and comfort level when discussing difficult aspects of the work that may not emerge as easily 
among samples with few or no ties to the research team. 
7. Conclusions 
This study addressed one aspect of the Two-Factor theory, namely the challenges that CHWs 
experience in their work. If such intrinsic and extrinsic challenges are mitigated by focused 
programmatic efforts, emphasis can shift to addressing motivational factors that enhance workers’ 
experience in their CHW roles. The engagement of CHWs and their communities is critical to the 
process of improving the health of CHWs and the quality of care they provide to community 
members. Empowering CHWs by raising awareness of their challenges and motivational factors can 
help to engage them as active partners in the formulation of patient-centered education and training 
which takes into account the needs of CHWs as well as the context.  
Author Contributions:  Conceptualization, W.M., L.S., J.F.; methodology, W.M., L.S., J.F.; software, A.A..; 
validation, L.S., A.A., L.J., and A.R..; formal analysis, W.M., A.A., J.F.; investigation, W.M., L.S., data curation, 
W.M., A.A., J.F., L.S.; writing—original draft preparation, W.M., J.F., A.A.; writing—review and editing, W.M., 
L.S., L.J., A.R., A.A., J.F.; project administration, W.M., L.S.; funding acquisition, W.M., L.S., J.F. All authors have 
read and agreed to the published version of the manuscript. 
Int. J. Environ. Res. Public Health 2020, 17, 3199 10 of 12 
 
Funding: This work was supported by the University of Missouri’s South African Educational Program and the 
University of the Western Cape. Ethical approval for the protocol was obtained from both institutions and 
permission was obtained from the non-governmental organizations who employed these community health care 
workers. Authors report no conflicts of interest for this study. 
Acknowledgments: Authors are grateful to Joseph Appolis and Janine Smith for their assistance with 
coordinating the recruitment of participants, and arrangement of space for training. We also greatly appreciate 
the support of community health workers and their administrators (Margaret Afrika and Jennie Martin) in taking 
the time to participate in this study. 
Conflicts of Interest: The authors declare no conflict of interest. 
References 
1. Naledi, T.; Barron, P.; Schneider, H. Primary health care in SA since 1994 and implications of the new vision 
for PHC re-engineering. S. Afr. Health Rev. 2011, 2011, 17–28. 
2. Brownstein, J.N.; Bone, L.R.; Dennison, C.R.; Hill, M.N.; Kim, M.T.; Levine, D.M. Community Health 
Workers as Interventionists in the Prevention and Control of Heart Disease and Stroke. Am. J. Prev. Med. 
2005, 29, 128–133, doi:10.1016/j.amepre.2005.07.024. 
3. Friedman, I.; Ramalepe, M.; Matjuis, F.; Bhengu, L.; Lloyd, B.; Mafuleka, A.; Ndaba, L.; Boloyi, B. Moving 
towards Best Practice: Documenting and Learning from Existing Community Health/Care Worker Programmes; 
Durban Health Systems Trust: Westville, South Africa, 2007. 
4. Lehmann, U.; Friedman, I.; Sanders, D. Review of the Utilisation and Effectiveness of Community-Based Health 
Workers in Africa; Joint Learning Initiative on Human Resources for Health and Development (JLI), Global 
Health Trust: Washington, DC, USA, 2004. 
5. Suri, A.; Gan, K.; Carpenter, S. Voices from the Field: Perspectives from Community Health Workers on 
Health Care Delivery in Rural KwaZulu-Natal, South Africa. J. Infect. Dis. 2007, 196, S505–S511, 
doi:10.1086/521122. 
6. Austin-Evelyn, K.; Rabkin, M.; Macheka, T.; Mutiti, A.; Mwansa-Kambafwile, J.; Dlamini, T.; El-Sadr, W.M. 
Community health worker perspectives on a new primary health care initiative in the Eastern Cape of 
South Africa. PLOS ONE 2017, 12, e0173863, doi:10.1371/journal.pone.0173863. 
7. Nxumalo, N.; Goudge, J.; Manderson, L. Community health workers, recipients’ experiences and 
constraints to care in South Africa—A pathway to trust. AIDS Care 2016, 28, 61–71, 
doi:10.1080/09540121.2016.1195484. 
8. Celletti, F.; Wright, A.; Van Der Palen, J.; Frehywot, S.; Markus, A.; Greenberg, A.; De Aguiar, R.A.T.; 
Campos, F.; Buch, E.; Samb, B. Can the deployment of community health workers for the delivery of HIV 
services represent an effective and sustainable response to health workforce shortages? Results of a 
multicountry study. AIDS 2010, 24, S45–S57, doi:10.1097/01.aids.0000366082.68321.d6. 
9. Colvin, C.J.; Swartz, A. Extension agents or agents of change? Ann. Anthr. Pr. 2015, 39, 29–41, 
doi:10.1111/napa.12062. 
10. Rahmawati, R.; Bajorek, B. Peer Reviewed: A Community Health Worker–Based Program for Elderly 
People with Hypertension in Indonesia: A Qualitative Study, 2013. Prev. Chronic Dis. 2015, 12, E175. 
11. Van Pletzen, E.; Zulliger, R.; Moshabela, M.; Schneider, H. The size, characteristics and partnership 
networks of the health-related non-profit sector in three regions of South Africa: implications of changing 
primary health care policy for community-based care. Heal. Policy Plan. 2013, 29, 742–752, 
doi:10.1093/heapol/czt058. 
12. World Health Organization. Community Health Workers: What do We Know about Them; Department of 
Human Resources for Health, WHO: Geneva, Switzerland, 2007. 
13. Majee, W.; Anakwe, A.; Johnson, L.; Rhoda, A.; Frantz, J.; Schopp, L. A Self-Management Training 
Intervention: Perceptions and Practices of Community Health Workers in South Africa. Heal. Promot. Pr. 
2019, 1524839918820038, doi:10.1177/1524839918820038. 
14. Dieleman, M.; Cuong, P.V.; Anh, L.V.; Martineau, T. Identifying factors for job motivation of rural health 
workers in North Viet Nam. Hum. Resour. Heal. 2003, 1, 10, doi:10.1186/1478-4491-1-10. 
15. Sarin, E.; Lunsford, S. How female community health workers navigate work challenges and why there are 
still gaps in their performance: a look at female community health workers in maternal and child health in 
two Indian districts through a reciprocal determinism framework. Hum. Resour. Heal. 2017, 15, 44, 
doi:10.1186/s12960-017-0222-3. 
Int. J. Environ. Res. Public Health 2020, 17, 3199 11 of 12 
 
16. Scott, K.; Shanker, S. Tying their hands? Institutional obstacles to the success of the ASHA community 
health worker programme in rural north India. AIDS Care 2010, 22, 1606–1612, 
doi:10.1080/09540121.2010.507751. 
17. Sharma, R.; Webster, P.; Bhattacharyya, S. Factors affecting the performance of community health workers 
in India: a multi-stakeholder perspective. Glob. Heal. Action 2014, 7, 25352, doi:10.3402/gha.v7.25352. 
18. Bassett-Jones, N. and G.C. Lloyd, Does Herzberg’s motivation theory have staying power? Journal of 
management development, 2005. 24(10): p. 929-943. 
19. Bonenberger, M.; Aikins, M.; Akweongo, P.; Wyss, K. The effects of health worker motivation and job 
satisfaction on turnover intention in Ghana: a cross-sectional study. Hum. Resour. Heal. 2014, 12, 43, 
doi:10.1186/1478-4491-12-43. 
20. Richard, A.; Shea, K. Delineation of Self-Care and Associated Concepts. J. Nurs. Sch. 2011, 43, 255–264, 
doi:10.1111/j.1547-5069.2011.01404.x. 
21. Western Cape Government Provincial Treasury, Socio-economic Profile Theewaterskloof Municipality 
2015: Working Paper. 2015, Western Cape Provincial Treasury. Western Cape, South Africa, 2015. 
22. Theewaterskloof Municipality. 3rd Generation IDP 2012-2017. 2013; Available from: 
https://www.westerncape.gov.za/assets/departments/local-government/twk-idp-2013-2014.pdf. (accessed 
on 18 November 2019). 
23. Polit, D.F.; Beck, C.T. Essentials of Nursing Research: Appraising Evidence for Nursing Practice; Lippincott, 
Williams & Wilkins: Philadelphia, PA, USA, 2013. 
24. Braun, V.; Clarke, V. Using thematic analysis in psychology. Qual. Res. Psychol. 2006, 3, 77–101. 
25. Lambert, S.D.; Girgis, A. Unmet Supportive Care Needs Among Informal Caregivers of Patients with 
Cancer: Opportunities and Challenges in Informing the Development of Interventions. Asia-Pacific J. Oncol. 
Nurs. 2017, 4, 136–139, doi:10.4103/2347-5625.204485. 
26. Schulz, R.; Sherwood, P.R. PHYSICAL AND MENTAL HEALTH EFFECTS OF FAMILY CAREGIVING. J. 
Soc. Work. Educ. 2008, 44, 105–113, doi:10.5175/jswe.2008.773247702. 
27. Brinkley, A. Knowledge is Not Enough: Work Stress in Community Health Workers. Ph.D. Thesis, 
University of Connecticut, Storrs, CT, USA; April 2018. 
28. Haq, Z.; Iqbal, Z.; Rahman, A. Job stress among community health workers: a multi-method study from 
Pakistan. Int. J. Ment. Heal. Syst. 2008, 2, 15, doi:10.1186/1752-4458-2-15. 
29. World Health Organization. Adherence to Long-Term Therapies: Evidence for Action; WHO: Geneva, 
Switzerland, 2003. 
30. Inoue, M.; Chapman, R.; Wynaden, D. Male nurses’ experiences of providing intimate care for women 
clients. J. Adv. Nurs. 2006, 55, 559–567, doi:10.1111/j.1365-2648.2006.03948.x. 
31. Brunie, A.; Wamala-Mucheri, P.; Otterness, C.; Akol, A.; Chen, M.; Bufumbo, L.; Weaver, M. Keeping 
community health workers in Uganda motivated: key challenges, facilitators, and preferred program 
inputs. Glob. Heal. Sci. Pr. 2014, 2, 103–116, doi:10.9745/GHSP-D-13-00140. 
32. Jerome, G.; Ivers, L.; Jerome, J. Community health workers in health systems strengthening: a qualitative 
evaluation from rural Haiti. AIDS 2010, 24, S67–S72, doi:10.1097/01.aids.0000366084.75945.c9. 
33. Ahmed, S.M. Taking healthcare where the community is: The story of the Shasthya Sebikas of BRAC in 
Bangladesh. BRAC Univ. J. 2008, 5, 39–45. 
34. Haines, A.; Sanders, D.; Lehmann-Grube, U.; Rowe, A.K.; Lawn, J.E.; Jan, S.; Walker, D.G.; Bhutta, Z. 
Achieving child survival goals: potential contribution of community health workers. Lancet 2007, 369, 2121–
2131, doi:10.1016/s0140-6736(07)60325-0. 
  
Int. J. Environ. Res. Public Health 2020, 17, 3199 12 of 12 
 
35. Norris, S.L.; Chowdhury, F.M.; Van Le, K.; Horsley, T.; Brownstein, J.N.; Zhang, X.; Jack, L.; Satterfield, 
D.W. Effectiveness of community health workers in the care of persons with diabetes. Diabet. Med. 2006, 23, 
544–556, doi:10.1111/j.1464-5491.2006.01845.x. 
36. Redick, C. and H. Dini. The current state of CHW training programs in Sub-Saharan Africa and South Asia: 
What we know what we don’t know and what we need to do. Available from: 
http://1millionhealthworkers.org/files/2013/01/1mCHW_mPowering_LitReview_Formatted.compressed.p
df. (accessed on 10 November 2019). 
 
© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access 
article distributed under the terms and conditions of the Creative Commons Attribution 
(CC BY) license (http://creativecommons.org/licenses/by/4.0/). 
 
